1. Introduction {#sec0005}
===============

A wide variety of pathologies may be implicated in the manifestation of neuropathies of the upper extremities. Unfortunately, the diagnosis may be delayed for several months in many cases of upper extremities neuropathies \[[@bib0005],[@bib0010]\]. Kopell and Thompson (1959) were the first to describe a suprascapular neuropathy of compressive etiology as a pathological entity to be considered as part of the differential diagnosis in patients presenting with shoulder pain, decreased muscle mass (isolated infraspinatus muscle atrophy), and lateral rotation weakness \[[@bib0005],[@bib0015],[@bib0020]\]. Magnetic resonance imaging (MRI) has become the imaging modality of choice used in the diagnosis of the etiology of shoulder pain. Subsequently, there was an increase in the frequency of identification of shoulder cyst as the cause of shoulder pain and neuropathy \[[@bib0025], [@bib0030], [@bib0035]\]. Moreover, MRI allows the identification of the location, and size of the cyst as well as the presence of any concomitant pathology such as labral tears. Despite its false negative rate, electroneuromyography (EMG) can also be used in addition to MRI to establish the diagnosis of a compressive spinoglenoid cyst as an etiology of the upper extremity neuropathy. A spinoglenoid cyst in the spinoglenoid notch or even in the suprascapular notch can cause a compressive suprascapular neuropathy \[[@bib0040]\]. The literature reports that a spinoglenoid notch cyst may develop secondary to SLAP type II lesion as the labral tear forms a one-way valve allowing the synovial fluid to extravasate and accumulate outside the shoulder joint \[[@bib0045], [@bib0050], [@bib0055]\]. The typical presentation of a patient with a spinoglenoid cyst compressing on the suprascapular nerve is vague shoulder pain along with infraspinatus muscle weakness. However, should the spinoglenoid cyst be large enough; supraspinatus muscle weakness may also be present \[[@bib0060]\]. Several approaches have been proposed for the management of a symptomatic spinoglenoid cyst including observation \[[@bib0025],[@bib0040]\], needle aspiration under ultrasound (US) or computed tomography (CT) guidance, or surgical intervention \[[@bib0025],[@bib0065]\]. The surgical intervention can range from open drainage of the cyst to arthroscopic procedure involving either/both the cyst or/and the labrum of the glenoid \[[@bib0025],[@bib0040],[@bib0070],[@bib0075]\]. Currently, surgical intervention is the preferred approach by most surgeons not only due to the unresponsiveness in nonoperative management, but also due to worsening of the symptoms of the patient. Moreover, the literature shows an increased risk of cyst recurrence after needle aspiration \[[@bib0025],[@bib0060],[@bib0080]\]. As for the surgical approach, arthroscopy is favored over the open technique since it is less invasive and it addresses any potential concomitant intraarticular pathology \[[@bib0025],[@bib0085],[@bib0090]\]. The literature describes several arthroscopic modalities for the treatment of a spinoglenoid cyst such as labrum repair without cyst resection, labrum repair with intraarticular arthroscopic cyst decompression, and cyst decompression through the subacromial space \[[@bib0025],[@bib0060], [@bib0065], [@bib0070],[@bib0095],[@bib0100]\]. However, the literature still does not contain a clear agreement on which arthroscopic technique prevails over the other \[[@bib0060]\].

Herein, we present a case of a patient presenting with posterior shoulder pain associated with supraspinatus and infraspinatus muscles weakness secondary to a spinoglenoid cyst compressing on the suprascapular nerve.

2. Case presentation {#sec0010}
====================

A 25-year-old male patient with a positive medical history for minor thalassemia and Gilbert syndrome presented to the hospital with a chief complaint of right posterior shoulder pain associated with weakness of the supraspinatus and infraspinatus muscle of gradual progression over the course of 1.5 years. The patient noted pain and difficulty with overhead activities; thus, interfering with his activities of daily living. The patient explained that his right shoulder pain is exacerbated upon abduction and external rotation. He denied any traumatic event sustained to the right shoulder.

On physical examination, there was unidirectional shoulder instability, and decreased range of motion associated with clinical evidence of weakness of the supraspinatus and infraspinatus muscles. The patient showed clinical evidence of muscle wasting or hypotrophy. Moreover, the patient had a positive O'Brien active compression test, 3+ anterior load shift, 2+ posterior load shift, and a positive relocation test. Moreover, the patient had a negative Hawkins' test, Neer's sign, empty can test, and inverted empty can test. Plain radiographs showed no bony abnormalities. Subsequently, an MRI was taken of the right shoulder revealing a posterior tear to the glenoid labrum and a spinoglenoid ganglion cyst ([Fig. 1](#fig0005){ref-type="fig"}, [Fig. 2](#fig0010){ref-type="fig"}). Fluoroscopy with contrast was also done, also confirming the diagnosis ([Fig. 3](#fig0015){ref-type="fig"}). Preoperative electroneuromyography was suggestive of a suprascapular nerve impairment.Fig. 1Axial cuts of right shoulder MRI showing posterior labral tear of the glenoid and cyst posteriorly.Fig. 1Fig. 2Sagittal MRI cuts of the right shoulder showing posterior cyst formation with the posterior labral tear of the glenoid.Fig. 2Fig. 3X-ray films under fluoroscopy with intraarticular contrast showing cyst and fluid extravasation.Fig. 3

The patient was scheduled for right shoulder arthroscopy. Under general anesthesia, the patient's right upper extremity was scrubbed and draped in beach chair position. The entry in the shoulder was by scope posterior portal while the insertion was under vision of anterior portal. Arthroscopic inspection confirmed MRI findings of posterior labral tear of the glenoid. The posterior-inferior labral tear is addressed. The 9 to 6 o'clock area of the glenoid rim is debrided with a burr, lasso suture is used to bring the labrum into place. Then two anchors were used to fix the tissue ensuring adequate capsule tension which led to cyst shrinkage.

At six month follow-up in the clinic as an outpatient, the patient denied any existing pain located at his right shoulder area or any associated muscle weakness interfering with his activities of daily living. Upon examination, the patient had regained full range of motion of his right glenohumeral joint without any limitations. The patient showed no residue signs of muscle hypotrophy and has regained the muscle mass which was previously hypotrophied upon his initial presentation.

3. Discussion {#sec0015}
=============

Compressive neuropathy of the suprascapular nerve is a rare pathological entity responsible for pain and functional abnormalities of the shoulder. Reports in the literature state that a spinoglenoid cyst is associated with a posterior labral tear. It is postulated that the labral tear acts as a one-way valve allowing the extravasation of the synovial fluid into the extra-articular space without allowing the return of this fluid \[[@bib0005]\]. Hence, an indirect arthroscopic decompression of the spinoglenoid cyst involve the repair of the labral tear with close observation for the resolution of the cyst. This has shown decrease in the postoperative recurrence risk of spinoglenoid cyst.

Although more than 50% of the associated glenoid labral tears are missed, MRI remains the gold standard for establishing the diagnosis of a spinoglenoid cyst \[[@bib0005],[@bib0070]\]. An alternative imaging modality used for the preoperative assessment when there is high clinical suspicion of a spinoglenoid cyst is ultrasound \[[@bib0035],[@bib0105]\]. Since patients with spinoglenoid cysts may present with muscular atrophy, electromyography (EMG) is an essential diagnostic modality to assess the presence of any associated neurologic involvement responsible for the muscular deficit. An electromyography helps to differentiate if the compressive effect of the spinoglenoid cyst is on the supraspinatus and the infraspinatus or the infraspinatus only \[[@bib0005]\].

Open drainage of a spinoglenoid cyst has shown high rates of recurrence postoperatively since the associated posterior labral tear is not dealt with. On the other hand, arthroscopic drainage of the cyst can be direct or indirect with the possibility of repairing the associated posterior labral tear. Moreover, arthroscopic drainage is associated with lower morbidity \[[@bib0005],[@bib0070]\].

In the above presented case, the spinoglenoid cyst has not been directly drained, however the labral tear has been repaired using suture anchors.. Connection between the intra-labral space and the cyst itself has been obliterated, which lead the cyst to self-resorb over time. Hence, in such cases, labral tears repair is of high importance without cyst drainage, decreasing the risk of recurrence.

4. Conclusion {#sec0020}
=============

Spinoglenoid cysts account for a rare etiology of compressive neuropathy of the suprascapular nerve in which patients may present with shoulder pain and muscle hypotrophy. MRI and electroneuromyography help in establishing the diagnosis, and in the preoperative assessment of the extent of the lesion. Arthroscopic drainage of the spinoglenoid cyst was shown to be superior to open drainage approach.
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